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The hypothenar hammer syndrome
Bijan Modarai, PhD, MRCS (Ed&Eng), and Andrew McIrvine, FRCS, Kent, United KingdomA 54-year-old truck driver presented with a tender swelling in the
palmar aspect of his right hand. He regularly used the right palm as
a “hammer” to secure loads onto his truck. Examination showed a
2-cm pulsatile swelling at the hypothenar eminence. The clinical
diagnosis of a distal ulnar artery aneurysm was confirmed with
duplex ultrasound imaging. Contrast-enhanced computed tomog-
raphy with three-dimensional reconstruction (A, Cover) was used
for further anatomic assessment.
The aneurysm (B) was surgically excised under general anesthe-
sia with end-to-end anastomosis of the healthy artery (C) using 6-0
Prolene (Ethicon, Somerville, NJ). Postoperatively the hand was
well perfused, with intact neurologic and motor function. The
patient made an uneventful recovery, and histologic analysis of the
specimen confirmed a true aneurysm.
COMMENT
Repetitive blunt trauma to the palm of the hand may result in
obstruction or aneurysm formation in the distal ulnar artery
where it lies against the hamate bone.1 The latter pathology
occurs much less frequently. The “hypothenar hammer syn-
drome” has been described as an occupational hazard in carpen-
ters, butchers, mechanics, and others who use their hand as a
hammer. Operative intervention is associated with low morbidity
and can prevent sequelae such as Raynaud phenomenon, digital
gangrene, or ulnar nerve compression that eventually occur in
most aneurysms treated conservatively.2
Opinion is divided about whether the artery should simply be
ligated after excision of the aneurysm or whether revascularization
should be done by end-to-end anastomosis or interposition vein
graft.3 Ligation without reconstruction is possible when there is an
adequate collateral circulation. Most would advocate selective revas-
cularization based on an Allen test, back bleeding, and perfusion of
the hand observed after the ulnar artery is occluded at surgery.
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